Background: Every woman has the right to dignified, respectful care during childbirth. Recent evidence has demonstrated that globally many women experience mistreatment during labour and childbirth in health facilities, which can pose a significant barrier to women attending facilities for delivery and can contribute to poor birth experiences and adverse outcomes for women and newborns. However there is no clear consensus on how mistreatment of women during childbirth in facilities is defined and measured. We propose using a two-phased, mixed-methods study design in four countries to address these research gaps. This protocol describes the Phase 1 qualitative research activities. Methods/Design: We will employ qualitative research methodologies among women, healthcare providers and administrators in the facility catchment areas of two health facilities in each country: Ghana, Guinea, Myanmar and Nigeria. In-depth interviews (IDIs) and focus group discussions (FGDs) will be conducted among women of reproductive age (15-49 years) to explore their perceptions and experiences of facility-based childbirth care, focused on how they were treated by healthcare workers and perceived factors affecting how they were treated. IDIs will also be conducted with healthcare providers of different cadres (e.g.: nurses, midwives, medical officers, specialist obstetricians) and facility administrators working in the selected facilities to explore healthcare providers' perceptions and experiences of facility-based childbirth care and how staff are treated, colleagues and supervisors. Audio recordings will be transcribed and translated to English. Textual data will be analysed using a thematic framework approach and will consist of two levels of analysis: (1) conduct of local analysis workshops with the research assistants in each country; and (2) line-by-line coding to develop a thematic framework and coding scheme.
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Discussion: This study serves several roles. It will provide an in-depth understanding of how women are treated during childbirth in four countries and perceived factors associated with this mistreatment. It will also provide data on where and how an intervention could be developed to reduce mistreatment and promote respectful care. The findings from this study will contribute to the development of tools to measure the prevalence of mistreatment of women during facility-based childbirth.
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Background
Worldwide, an estimated 289,000 maternal deaths occurred in 2013, of which 99 % occurred in low-and middleincome countries (LMICs) [1] . While maternal mortality has declined by 45 % since 1990, global progress towards the Millennium Development Goal (MDG) 5 target of a 75 % reduction in the maternal mortality ratio (MMR) has been slow, and many countries will not reach their MDG targets by the end of 2015 [1] . In the past two decades, the rates of skilled birth attendance have steadily increased worldwide [2] . However, 31 % of women still give birth without a skilled attendant present. Increasing skilled birth attendance rates is complex, requiring a comprehensive approach to overcome a range of economic, geographical and infrastructure obstacles to women reaching and utilising facility-based care. Furthermore, greater efforts are needed to ensure that health systems can provide good quality care during childbirth in facilities to all women. Good quality maternal care should be safe, effective, timely and efficient, but also equitable and women-centred [3] . Respect, dignity, equity and emotional support have been identified as essential components of good quality maternal care [3] , however these factors are often overlooked or ignored in research and in practice. Greater efforts are needed to define, measure and provide humane, supportive environments in maternity services, in order to ensure that care is delivered in a manner that protects and promotes all women's rights to dignified and respectful care.
A number of studies on women's experiences during childbirth suggest that many women encounter poor treatment, neglect, abuse or disrespect from healthcare providers in facilities [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] . A recent qualitative systematic review by our group explored facilitators and barriers to facility-based childbirth in low-and middle-income countries. We identified mistreatment, abuse and neglect of women as significant barriers for women to attend facilities for delivery [17] . In 2010, Bowser and Hill published a landscape analysis that explored the evidence for disrespect and abuse during facility-based childbirth and proposed a classification system [18] . As part of the preparatory work for this study, we conducted a mixedmethods systematic review that synthesized qualitative and quantitative evidence of women's and provider's perceptions and experiences of mistreatment during childbirth in health facilities globally, to develop an evidencebased typology for the phenomenon [19] . That review identified a range of phenomena that women experienced as mistreatment (see Table 1 ), including: physical, verbal or sexual abuse, stigma and discrimination, lack of informed consent, breaches of confidentiality, neglect and abandonment, refusal to provide pain relief, a lack of supportive care, detainment in facilities, bribery, and extortion. Women reported being denied food, fluids, freedom to move, as well as preferred (and safe) birthing positions and traditional practices. Health systems factors were also identified as contributing (directly and indirectly) to women's experiences of mistreatment, such as the poor physical condition of facilities, a lack of necessary equipment, supplies and staff, lack of privacy and a lack of accountability mechanisms. Every woman has the right to dignified, respectful care during childbirth [20] [21] [22] , and this mistreatment can serve as a powerful disincentive for women to seek care in facilities in the future.
Four recent studies have developed measurement tools based on this classification system, and applied them in facilities in sub-Saharan African countries [23] [24] [25] [26] . These studies highlight that many women are being mistreated in facilities during childbirth. However, they have employed different operational definitions and study designs, and report wide differences in prevalence. The tools used in these studies have also not yet been independently validated. It is therefore difficult to determine whether the differences in prevalence relate to differences of methodology or represent true variation.
Study rationale
With the growing recognition of mistreatment of women during childbirth in facilities, there is a clear need for the development of evidence-based measurement tools that can be applied globally. With these tools, the burden and contributing factors to mistreatment of women at birth can be determined. The tools can also be used to evaluate strategies to prevent and reduce mistreatment of women at birth in facilities. Such efforts are needed to protect women's fundamental human rights, and as part of strategies to improve quality of care in health facilities. The typology presented in this table is an evidence-based classification system of how women are mistreated during childbirth, based on the findings of the evidence syntheses. The first order themes are identification criteria describing specific events or instances of mistreatment. The second and third order themes further classify these first-order themes into meaningful groups based on common attributes. The third-order themes are ordered from the level of interpersonal relations through the level of the health system How women are treated during facility-based childbirth: development and validation of measurement tools in four countries
We propose using a two-phased, mixed-methods study design in four countries (Ghana, Guinea, Myanmar and Nigeria) to address these gaps. Phase 1 is a formative phase with two specific research activities: a mixed-methods systematic review of the mistreatment of women during childbirth in facilities and a primary qualitative research study. The systematic review has been published [19] , in which we proposed a typology for the mistreatment of women across seven domains (see Table 1 ): (1) physical abuse; (2) sexual abuse; (3) verbal abuse; (4) stigma and discrimination; (5) failure to meet professional standards of care; (6) poor rapport between women and providers; and (7) health systems conditions and constraints.
No single factor can explain why some individuals mistreat or act abusively toward others, or why it is more prevalent in some settings than in others. This has been highlighted in related areas of research (such as research on interpersonal violence) where the ecological framework is often used to understand contributing factors to violence at the individual, relationship, community and societal levels. Similarly, the findings of our review indicate that the mistreatment of women during childbirth is the result of a complex interplay of individual, interpersonal, sociocultural and health system factors. Understanding how these factors relate to how women are mistreated is an important step in the public health approach to preventing its occurrence.
The qualitative research component of Phase 1 will be comprised of in-depth interviews (IDIs) and focus group discussions (FGDs), to explore women's, healthcare providers' and health administrators' experiences and perceptions of how women are treated in health facilities during childbirth. The findings from this formative phase will be used to inform the development of an evidence-based definition, identification criteria and two tools for measuring mistreatment of women during childbirth in facilities: 1) an observation tool, using direct observation of women and providers during labour and delivery in facilities; and 2) a survey tool of women's postpartum, self-reported experiences of treatment during labour and delivery. In Phase 2, the two tools will be applied in both facility and community settings in the four countries (Ghana, Guinea, Myanmar and Nigeria) for phase 1 but at different study sites. Phase 1 findings will also improve understanding of the individual-, provider-and facility-level factors that may contribute to this mistreatment, and also help identify possible entry points for interventions to promote respectful care and/or reduce mistreatment of women at birth. This study protocol describes the Phase 1 qualitative research activities only. As the findings from Phase 1 will contribute to the conceptualization of Phase 2 operations, the study protocol describing the Phase 2 validation and measurement activities will be published following implementation and analysis of Phase 1 activities.
Study objectives
The primary objectives of both phases of this research project are:
1. To develop an evidence-based definition and identification criteria of how women are treated during childbirth in facilities; 2. To develop and validate tools for measuring how women are treated during childbirth in facilities; 3. To explore individual, provider, institutional and health systems factors that either promote or prevent respectful or disrespectful practices during childbirth in facilities;
The secondary objectives are:
4. To explore the perspectives and expectations of women, providers and administrators regarding respectful maternal care during childbirth in facilities; 5. To explore the relationship between treatment of women, receipt of biomedical care and individual health outcomes; 6. To understand the relationships between respectful and disrespectful experiences and intended future maternal care-seeking behavior.
Phase 1 activities correspond directly to Objectives 1, 3 and 4, however the findings from Phase 1 will inform Phase 2 activities related to the other objectives. In order to meet these objectives, we have identified a set of six domains that are of specific interest in the Phase 1 qualitative research activities:
Women's decision-making processes to choose to deliver at a health facility; Women's expectations of care during childbirth at health facilities, focusing on how they were treated by providers and in the facility environment; Women's, healthcare providers' and administrators' experiences and perceptions of treatment during childbirth in health facilities; Women's and healthcare providers' views of acceptability of mistreatment during childbirth; Perceived factors influencing treatment of women during childbirth from the perspectives of women, healthcare providers and administrators; and How staff are treated by co-workers and supervisors.
Methods/Design

General outline
We will employ qualitative research methodologies among women, healthcare providers and administrators in the facility catchment areas of two health facilities in four countries: Ghana, Guinea, Myanmar and Nigeria (Table 2 ). We will conduct IDIs and FGDs with women of reproductive age (15-49 years) who reside in the catchment area of selected facilities. We will also conduct IDIs with healthcare providers of different cadres (e.g.: nurses, midwives, medical officers, specialist obstetricians) and facility administrators (e.g.: head of obstetrics and gynaecology department, hospital managers) working in the selected facilities.
Study sites
Four countries were purposively sampled for this studyGhana, Guinea, Myanmar and Nigeria. These countries were purposively sampled to ensure a range of cultures, languages and settings were captured. In a single region/ state within each country, two health facilities were purposively sampled (eight facilities in total). Health facilities in these countries were purposively sampled in collaboration with the country principal investigators with consideration of the following inclusion criteria:
Secondary level health facility or higher 1 rural/peri-urban site, 1 urban site per country Well-defined catchment area If possible, local facility-based childbirth rate greater than 50 % (in order to minimise selection bias of excluding women who did not deliver in a facility)
Study participants
Three groups of participants have been identified for this study: (1) women of reproductive age (15-49); (2) healthcare providers working in selected facilities; and (3) facility administrators working in selected facilities. First, to explore individual experiences and perceptions regarding mistreatment during facility-based childbirth, IDIs will be conducted with women of reproductive age who have delivered in any health facility in the past twelve months. Then, to explore community norms regarding mistreatment during facility-based childbirth, FGDs will be conducted with women of reproductive age (15-49 years) who have delivered in any health facility in the past five years. Delivery at a facility in the past five years was selected as inclusion criteria in the FGDs to ensure that women included in this study have ever had an experience of delivering at a facility. Although this excludes women who have never delivered at a health facility (who may have different perceptions of how women are treated during facility-based childbirth), it may include women who have also had recent childbirth experiences outside of a facility. There is a potential for recall bias among this group of participants; however, it is important to capture the perceptions of women who may not have had their last delivery in a health facility in order to reduce selection bias. This sample of women may have important experiences to share, such as how a previous childbirth in a facility influenced their decision to deliver elsewhere.
To explore experiences and perceptions of mistreatment during childbirth, IDIs will be conducted with healthcare providers working in an obstetrical capacity from each of the selected health facilities, including nurses, midwives, medical officers (or other doctors) and obstetricians. To explore facility and health system related factors contributing to mistreatment during childbirth, IDIs will be conducted with facility administrators, such as the head of the hospital or the head of the obstetrics and gynaecology department.
Participant recruitment
The country principal investigators and country teams will facilitate contact with the women in the communities in the selected facility catchment areas, as well as the healthcare providers and facility administrators in the selected facilities. Potential participants who meet the inclusion criteria will be purposively sampled by the country teams in collaboration with community health workers and hospital outreach coordinators. Each individual will be invited to participate and if they agree, they will be asked to provide informed consent. All FGDs and IDIs will take place in a private setting and will be audio recorded. FGDs and IDIs are anticipated to last between 60 to 90 min and will be conducted by trained moderators from the country teams. Given the sensitivity of the topics to be discussed, all FGD and IDI moderators will be female for the FGDs and IDIs with women participants.
Sampling
Once the health facilities are selected, a catchment area for each health facility will be defined for study sampling purposes. Purposive sampling will be used to achieve a stratified sample without random selection. This method uses specified parameters (i.e., setting, cadre) to stratify the sample. The sampling grid (Table 3) outlines the stratification proposed for this study. In each country, women will be sampled from urban and rural settings for FGDs and IDIs and will be identified in collaboration with community health workers using community mobilization techniques. Healthcare providers will be sampled based on their cadre, such as nurse/midwives or doctors/specialists. One or two facility administrators per facility will be sampled. We expect the type and title of facility administrator to vary by health facility, but would at minimum include the medical administrative head of the facility and the head of the obstetrics and gynaecology department.
Study instruments
All of the instruments will use the format of semistructured discussion guides and are available upon request. IDI guides and FGD guides for women include the following domains: 
Project management
This project will be managed by the WHO study coordinating unit, at the WHO Department of Reproductive Health and Research, Geneva, Switzerland. In Ghana, Guinea, Myanmar and Nigeria, the country principal investigators will establish the research teams that will implement the research activities. The study coordinating unit in Geneva will conduct site visits before and during the implementation of the study to contribute to study site selection, training workshops and assessment of adherence to study protocols. Training of country research teams will take place at convenient sites in all countries. There will be continuous communication between country research teams and study coordinating unit at the WHO. Regular contact will be made to ensure that the timeline are followed and problems solved without delay.
Data management and quality assurance
All qualitative data (FGDs and IDIs) will by digitally recorded and transcribed verbatim in the original language, using a structured transcription format. Transcription will be performed immediately after the IDIs/FGDs are In each country, the sampling strategy will adapted to the local context in consultation with the research teams. This includes, but is not limited to determining the age bracket for "younger" and "older" women and any further stratification for the cadres of participants (e.g.: religion, ethnicity)
completed to maintain validity of the discussion. Observations and assessments during interviews will be written up as field notes to complement these transcripts. Data transcription will be performed under the supervision of the designated social scientist in each country who will review for completeness. The transcripts in local languages will then be translated into English by an independent translator following the original transcription format. All translated transcripts will undergo another round of consistency checks by the social scientist to maintain high data quality. The social scientists will manage audio and transcribed files and transfer them electronically to the WHO study coordinating unit at regular intervals (weekly or fortnightly). The WHO study coordinating unit will manage all transcript and audio file data. Transcripts will be stored in Atlas.ti computer software on a passwordprotected computer accessible only to the study team. Transcripts will be de-identified; participants and facilities will be identifiable only by a unique identifier code. Participant's names and personal information will not be recorded. Transcription and translation will occur in parallel to data collection, and will be shared on an on-going basis with the study team to ensure data quality. Prior to data collection, a three day training session will be conducted in each country for all research teams, including country principal investigators, data collectors, research assistants, transcribers and translators. The training session will include objectives of the study, data collection procedures, practice sessions and pilot testing with study tools and highlighting ethical considerations. The lead social scientist from each country will ensure that experienced moderators and interviewers are invited to participate in the study. A Manual of Operations will be developed by the WHO study coordinating unit with inputs from country collaborators to standardize the quality of data collection across all countries.
During the data collection period, the country principal investigators will be in constant communication with the interviewers in the field in order to respond to any issues that arise during data collection. Transcripts will be reviewed throughout the data collection process to ensure data content and quality. A random sample of eight transcripts (two per country) will be back-translated into the local language to ensure translation quality.
Data analysis plan
Thorough debriefing sessions will be conducted between the lead social scientist and the moderators/interviewers on a mutually agreed upon schedule to review field notes, adjust interview guides, and identify potential questions or scenarios of interest or confusion to clarify through member checking in subsequent interviews. We will employ a two-pronged approach for the formal analysis: (1) conduct local analysis workshops with the research team in each country; and (2) line-by-line coding to develop a thematic framework and coding scheme. In each country, a local analysis workshop will be facilitated by the lead social scientist and researchers from the WHO study coordinating unit to review country data. This workshop will also build local capacity by engaging all team members in interpreting project data, as well as permitting sharing of insights from the data collection process and to develop a better understanding of the local context.
The WHO study coordinating unit, in conjunction with the qualitative research teams, will conduct line-by-line open coding on a sample of the translated transcripts to develop the thematic framework. The thematic framework will also be informed by the study objectives to explore women's, healthcare providers' and administrator's experiences and perceptions of mistreatment during childbirth in health facilities, as well as by the typology of mistreatment of women that emerged from the systematic review [19] . The thematic framework will inform the development of a hierarchical coding scheme, which we will apply systematically to all transcripts using Atlas.ti (version 7.1.7 Scientific Software Development GmbH, Eden Prairie, MN). Text units indexed according to each emergent theme will be further analysed and interpreted by the larger study team.
We will explore common themes that span geographic and cultural differences while identifying important differences across settings that need to be accounted for during tool development for the second phase of this project. The measurement tools developed for Phase 2 will take into account themes that are common across study settings, as well as key differences across settings. However, the primary analysis of this study will take into account local issues and context, and will be informed by themes that are most relevant and specific to study settings. Close collaboration between the WHO qualitative research team, the lead social scientists, and the research assistants will ensure quality analysis and interpretation of the data within and across sites.
Ethical considerations Study population, recruitment strategy and informed consent process
This study will employ broad participation criteria to be as inclusive as possible of all cadres of healthcare providers and women with different life situations (including religious orientation, socioeconomic status, ethnicity, age). Therefore specific sub-groups of healthcare providers or women are not disadvantaged through being unable to participate in the study. Potential participants in the hospital and the community will be identified in collaboration with healthcare providers familiar with the facility and the community. All potential participants will receive information about the study in their language of choice, which will be easy to understand and free of technical jargon. Participants will be given sufficient time to reflect on the information and ask questions. Those who consent to participate in the study will be requested to sign an informed consent form, and it will be made clear that they are free to withdraw from the study at any stage without risk of any negative consequences. For women who cannot read or write, an impartial witness will be present during the entire informed consent reading and discussion. Both the witness and the individual discussing the consent will sign and date the consent form. The contact details of the local investigators, including telephone numbers, will be made available to the participants should they require further information and assistance. Other safeguards will include the use of unique participant numbers on all study forms, and ensuring that interviewers and data collectors are not current or previous employees of the study facility.
Perceived risks and benefits of the study
It is possible that women who participate in the semistructured interviews may become upset if they have experienced mistreatment during childbirth or a traumatic birth experience and the interview revives their feeling of distress. Interviewers will be trained on how to support any woman who becomes upset during the interview, including how to initiate and follow up referral to appropriate section of the hospital where the woman could receive psychological support.
Participants will not experience any direct and/or immediate benefits for participating in the study. However, the study will be gathering information to better inform the development of tools that have the potential to improve the quality of care during childbirth in the future. Study participants and other women using or intending to use facilities for childbirth will benefit from the increased scientific knowledge on this topic, which will ultimately promote women-centred care of high quality in the facilities.
Safeguards to protect any recognized vulnerability of the study participants
Vulnerable or potentially vulnerable sub-populations (such as adolescents, women of different ethnicities, migrant women and women who are HIV positive) may participate in this study. We consider it important to ensure that the selection of participants does not discriminate against any group, as women in this category may be at greater risk of receiving poor quality care in the facility. If such women are included, they will be protected by the universal standards of confidentiality and privacy that apply to all participants. However, all women, including these vulnerable groups, will be free to refuse to participate, both confidentially and without prejudice.
Reimbursement or compensation to study participants
Women participating in the study will receive a small reimbursement to cover their transportation to the venue of the interview. The value of this payment will be determined in consultation with the country principal investigators, to ensure that it does not constitute an inducement.
Responsiveness of the project to community needs and priorities
There is sufficient evidence to suggest that mistreatment of women during childbirth occurs in health facilities worldwide. The findings of this study will be directly applicable to the health facilities and women participating in the research activities. The findings will also inform the development of tools to measure mistreatment of women during childbirth by health providers and to improve the standard of care experienced by women delivering in the health facilities.
Deception
There will be no form of deception in this study.
Gender considerations
All women have a right to respectful care during childbirth and healthcare services need to be structured and organized in a fashion that helps protect and promote those rights. This research aims to improve the identification and measurement of mistreatment of women during facility-based childbirth, so that interventions to prevent and reduce it can be developed and applied appropriately. This project will reduce gender inequities in two ways. Firstly, this is a public health issue that afflicts women directly, indeed women may be more vulnerable to mistreatment during childbirth compared to other times and contexts. Any efforts to measure and reduce its occurrence will therefore promote gender equity. Secondly, by defining and measuring this mistreatment, it will be possible to identify which sub-groups of women (such as adolescents, women of different ethnicities or other minority groups) are at particular risk. This will further inform and target efforts to ensure that all women receive an equally high standard of respectful care in facilities.
There are some life circumstances for women that will affect their participation in the study. Women who are unable to attend facilities for childbirth (due to economic, geographical or other reasons) will be unable to participate in this study. It is envisaged that the long-term implications of this study's output will be facilitate improvements in the quality of respectful care provided at facilities, and ultimately women's care experiences during childbirth.
This study will involve strong participation of all eligible women, regardless of ethnicity or social status, within the community to achieve the set objectives. Therefore, all community communication and education strategies will be employed to ensure that women within all social strata are invited to participate. These strategies will include the use of posters and leaflets to inform the entire community about the research, interaction with community/opinion leaders, information dissemination at the selected health facilities, and when possible research staff will give talks at community forums and meetings.
Ethics approval
The 
Study timeline
The timeframe for the entire project (Phases 1 and 2) is approximately two years. Phase 1 data collection and analysis should be completed over a period of six months. Report writing and results dissemination for Phase 1 and tool development for Phase 2 will occur after Phase 1 data collection and analysis phase is complete.
Discussion
Expected study outcomes
The main outcomes of this qualitative study will include an in-depth understanding of: (1) how women are treated during childbirth in health facilities; (2) women's expectations of care during childbirth; (3) perceived factors that influence the mistreatment of women during childbirth; and (4) how healthcare providers are treated on the maternity wards. These findings will also contribute to the development of two tools to measure the prevalence of mistreatment of women during childbirth. We also anticipate that this formative research will permit identification of potential interventions or strategies to promote respectful care and/or reduce or prevent mistreatment.
Anticipated problems and proposed solutions
It is possible that participants may not feel comfortable discussing experiences during childbirth in their workplace or other public settings. Interviews will therefore be conducted in a private setting, and the study team will remind participants that their names will not be linked to any responses and encourage the study participants to uphold confidentiality among their peers. Likewise, FGDs will not be conducted among healthcare providers so that colleagues do not disclose personal experiences of witnessing mistreatment.
It is possible that identifying women in the facilitycatchment areas, particularly in the urban setting, may be challenging. The study team will rely on the local partners and facility staff in each country to identify the facilitycatchment areas from which to identify potential participants. It is also possible that women may not feel comfortable discussing childbirth and/or mistreatment in the FGDs and IDIs. The study team will attempt to mitigate this concern by ensuring the data collectors for FGDs and IDIs are female. It is possible that women who participate in the IDIs may become upset if they have experienced mistreatment during childbirth or a traumatic birth experience and the interview revives their feeling of distress. Interviewers will be trained on how to support any woman who becomes upset during the interview, including how to initiate and follow up referral to appropriate section of the hospital where the woman could receive psychological support.
Any research activity involving violence or mistreatment raises important ethical and safety challenges and safety, confidentiality and interviewer training is very important. We have consulted closely with the WHO ethical and safety recommendations for research on violence against women to guide our research activities on this topic [27] . We have also consulted with research teams from the previous studies [23] [24] [25] to determine how these issues were practically managed in other projects. We have addressed each of the eight ethical and safety recommendations for research on violence point-by-point below (Table 4) .
Transferability of results
The findings from this study will enhance our understanding of how women are mistreated during childbirth in health facilities, perceived factors that influence this mistreatment and what can be done to improve the treatment provided to women during childbirth. The findings from this study will be further analysed with the thematic framework of the mistreatment of women during childbirth as developed from the systematic review and will contribute to the development of tools to measure the phenomenon. Opportunities for interventions to improve how women are treated during childbirth will also be identified.
Plans for dissemination of study findings
The results arising from the study will be published in a reputable, open access peer-reviewed journal. All publications will follow relevant external guidance such as the 'Uniform Requirements for Submission of Manuscript to Biomedical Journals' issued by the International Committee Given the study topic, it is possible that participants and/or the research team can be put at risk of negative or retaliatory responses. In order to reduce this risk, the study, objectives and activities are framed neutrally as a study of women's experiences of how they are treated during childbirth. This description will be used by research teams to describe the study to others in facilities or in communities, if required.
Prevalence studies need to be methodologically sound and to build upon current research experience about how to minimize the under-reporting of violence.
We have consulted extensively with other researchers on violence against women and mistreatment of women during childbirth to ensure that the study is as methodologically rigorous as possible. In this study women will be asked to disclose information on difficult or painful experiences. Women may feel that these events are too personal, embarrassing or shameful to discuss or feel at risk of reprisal. They may also not recall the event or feel it was not significant. The discussion guides will avoid the use of loaded terms, such as 'rape' or 'violence' and leading questions regarding how women were treated. The discussion guides will be designed so as to give women multiple opportunities to disclose events of mistreatment or violence during the course of the interview. Adult female interviewers who are not healthcare providers will be sought for the IDIs and FGDs with women in order to enhance women's disclosure of mistreatment. Interviewers will be carefully selected and appropriately trained in performing the interview, with adequate time and support for piloting and pre-testing the discussion guide. Interviewers will not be permitted to conduct interviews in their own community, or with women known to them.
Protecting confidentiality is essential to ensure both women's safety and data quality.
In order to ensure confidentiality, the following measures will be taken: (a) all interviewers will receive strict instructions and training on the importance of maintaining confidentiality; (b) participant numbers only will be used to identify women on any study forms; and (c) data will be presented in an aggregated, de-identified manner that does not identify specific women, households or facilities.
All research team members should be carefully selected and receive specialized training and on-going support.
Specialized training will be prepared and provided to all individuals in research teams, focusing on key concepts of mistreatment of women during childbirth. This training will include opportunities to discuss biases, fears and stereotypes, as well as (if relevant) their own experiences during birth. Researchers will be free to withdraw from the project without prejudice. During the data collection phases, regular debriefing meetings will be prescheduled to allow the research team to discuss their experiences, feelings and reactions to the study activities. These meetings are intended to reduce stress associated with fieldwork, allow reflection on individual experiences, and identify any possible safety or health concerns that research team members have and avert negative consequences.
The study design must include actions aimed at reducing any possible distress caused to the participants by the research.
Interviewers will be trained to maintain a supportive, non-judgmental manner when conducting interviews, e.g. asking questions in a neutral tone. They will also be trained to anticipate the effect questions may have on the respondent, how to respond to a woman's level of distress and to recognize the need to terminate an interview if the subject matter becomes too negative. For example, if a woman has had a particularly negative birth experience, it may cause her an emotional distress, necessitating termination of the interview. The discussion will conclude in a positive manner. These standards will be achieved through role-playing activities (observed by trainers) during training.
Fieldworkers should be trained to refer women requesting assistance to available local services and sources of support. Where few resources exist, it may be necessary for the study to create short-term support mechanisms.
Participants in the study may have experienced such mistreatment that they will require additional assistance during or following an interview. In consultation with local research team and local organizations, the research team will identify existing local support services. Once the relevant local services will be identified, they will be contacted and informed of the study, and permission for referral for support obtained.
Researchers and donors have an ethical obligation to help ensure that their findings are properly interpreted and used to advance policy and intervention development.
Findings from this research will be prepared as scientific manuscripts and submitted for publication. Every effort will be made to disseminate and communicate the research findings via formal and informal media locally, nationally and globally. Research findings will also be communicated through WHO and reproductive health research networks. Research findings will be used to inform and strengthen existing advocacy efforts and networks working on women's rights, reproductive rights and reducing mistreatment of women during childbirth.
Violence questions should only be incorporated into surveys designed for other purposes when ethical and methodological requirements can be met.
The findings from this study will inform the development of tools, for the purposes of measuring mistreatment of women during childbirth.
of Medical Journal Editors (ICMJE). Dissemination of results to participating institutions and communities will take place through meetings of stakeholders within the facilities and the communities and through analysis workshops with local researchers. The results of the study will first be shared with the collaborating investigators. Collaborating investigators will then disseminate local and collective results to their department and relevant authorities within the countries.
